parotid glands, anterior uveitis and facial nerve palsy) [5] was absent in our patients and also according to previous studies, this presentation is rare in India.
Although Stage 1 sarcoidosis is thought to be the most common but significant variability exists. [6] In this study also, Stage-I disease was the most common followed by Stage-II, combined aggregating around 80% of the patients.
Bilateral hilar lymphadenopathy is found in almost 75% of the patients with involvement of right paratracheal lymph nodes in some cases; however, computed tomography (CT) may demonstrate the enlarged left paratracheal, carinal and mediastinal lymph nodes. [7, 8] In our study, on chest radiographs, 110 (73.3%) patients were having bilateral hilar lymphadenopathy and 60 patients had pulmonary infiltrates [ Figures 1, 2 and Table 5 ].
On CT, bilateral hilar lymphadenopathy was found in 70% with 57% of patients having parenchymal abnormalities in the form of nodules with peribronchiolar distribution, ground glass haze, interlobular septal thickening, and military nodular pattern [Figures 3-5 and Table 6 ].
The management approach towards sarcoidois should be cystal clear, especially regarding the use of corticosteroids. The drugs such as methotrexate, leflunomide, mycophenolate and azathioprine can be used in place of corticosteroids if contraindicated. [9] In our study, we utilised steroids as the primary treatment modality for pulmonary disease in sarcoidosis resorting to antimetabolites only in cases of refractory treatment in view of their high toxicity.
The parenchymal abnormalities are better detected by the thoracic HRCT than chest radiographs. The degree of pulmonary involvement might be closely related to the loss of pulmonary function. [10] An important part of the sarcoidois management is the non-steroidal anti-inflammatory drugs. 
oBserVAtions AnD resuLts
All the findings clinical, radiological (X-ray and HRCT), pulmonary function tests, bronchoscopy and histopathology, were analysed to diagnose sarcoidosis. Further demographic profile was also noted.
The most common affected gender was female. The commonly involved age-group was 40-50 years. Various results are tabulated as below:
Discussion
Due to the high resemblance of the sarcoidosis clinical and radiological picture with the tuberculosis, its true prevalence remains uncertain. Earlier studies have shown the disease affects mostly patients below the age of 40 years. [2] In this study, most of the patients involved were between 40 and 50 years of age with 60% of them being females and least among <30 and >70 years of age [ Tables 1 and 2 ].
It has been observed that sarcoidosis has propensity to affect non-smokers with this inverse relationship being observed in various studies. [3] In our study also, the disease was more common in non-smokers than smokers with non-smokers comprising 73.3% [ Table 3 ].
The most common symptoms associated with sarcoidosis include dry cough, dyspnoea and chest pain. [4] In this study, the symptoms present were cough, breathlessness, chest pain and joints pain [ Table 4 ].
"Lofgren syndrome" (erythema nodosum, bilateral hilar lymphadenopathy and fever), a rare presentation, was seen in only two patients and "Heerfordt syndrome" (fever, enlarged In our study, we also found that pulmonary function compromise was closely related to the degree of parenchymal involvement in sarcoidosis which usually manifested as restrictive pattern on spirometry.
Radiologic findings in the children with pulmonary sarcoidosis are similar to those in adults; [11] however, in our study, we did not have child group patient.
It is necessary to evaluate the other systems possibly involved in a patient of sarcoidosis so that appropriate necessary action and management be done to prevent the irreversible damage to the organ. [12, 13] On spirometry, most of the patients had restrictive pattern (60%) with only 20% having obstructive pattern with 10% normal spirometry [ Table 7 ].
On Bronchoscopy, abnormal mucosa in the form of mucosal nodularity, erythema and plaques, was seen in 75% of patients [ Table 8 ].
On histopathology, after bronchoscpic-guided biopsy, majority of the patients had non-casseating granulomas [ Figure 6 and Table 9 ].
In the present study, clinical, radiological and histopathological findings formed the main pillars for the diagnosis and staging of the sarcoidosis.
concLusion
Sarcoidosis has clinical, radiological and serological manifestations. Due to similar presentation as of tuberculosis, there are much chances of the misdiagnosis and our study conclude that the combination of the clinical data along with radiological, biochemical and histopathological analysis was very accurate in the diagnosis of sarcoidosis at different stages. All the modalities should be combined for proper and accurate diagnosis of the disease to avoid inconvenience to the patient and misdiagnosis.
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